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Abstract 
Ashy dermatosis is a typically asymptomatic disease of unknown origin that causes 
symmetrical gray spots to appear on the trunk and extremities. We report 2 cases of ashy 
dermatosis with unilateral distribution. To our knowledge, only 5 cases of ashy 
dermatosis with unilateral lesion have been reported so far. Case 1: an 11-year-old 
woman presented with asymptomatic slate-gray pigmented plaques on the left trunk 
and left upper arm. The skin biopsy specimen demonstrated a mild lymphohistiocytotic 
infiltrate in the upper dermis with epidermal and dermal melanosis. Q-Switched ruby 
laser did not improve such lesions. Case 2: a 21-year-old man was referred to our hospital 
because of asymptomatic slate-gray pigmented plaques on the left trunk and left upper 
arm. Histopathological findings were compatible with a mild lymphocytic infiltration 
with melanin incontinence in the upper dermis. The mechanism that governs unilateral 
distribution of ashy dermatosis, including in our cases, remains unclear. 
Introduction 
Ashy dermatosis is a typically asymptomatic disease of unknown origin that causes 
gray spots to appear on the skin. Patients with this disease have been called los cenicientos 
(the ash ones) due to the eruptions of oval, irregular or polycyclic, gray macules with 
erythematous, indurated, inflammatory borders [1, 2]. With progression, the eruption 
develops a gray-blue color and loses the erythematous border, which is sometimes 
replaced with a hypopigmented periphery. Ashy dermatosis affects the trunk and 
extremities, and typically occurs symmetrically [2]. Here, we report 2 cases of unilateral 
ashy dermatosis. This distribution of eruption for ashy dermatosis is very rare.  
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Case Report 
Case 1 
An 11-year-old female was referred to our hospital due to the appearance of asymptomatic slate-gray 
pigmented plaques on the trunk and left upper arm. She had no significant past or family history. The 
eruptions had appeared several years ago whereupon she had applied topical treatment of an ointment 
containing chlorhexidine gluconate with the intention to cure the plaque eruptions; however, they had 
not improved. Therefore, she visited our facility. On admission, a physical examination revealed slate-
gray, irregular-shaped pigmented plaques on the left lateral abdominal region, left back, and left upper 
arm (fig. 1a, b). There were neither erythemas nor papules around the pigmented plaques. A laboratory 
test showed no abnormality. We performed a skin biopsy of the eruption on her back. Histopathological 
examination revealed a mild lymphohistiocytotic infiltrate in the upper dermis and epidermal and 
dermal melanosis (fig. 2a, b). Electron microscopic studies showed degeneration of basal keratinocytes 
and the presence of dermal melanophages (data not shown). We started a treatment of Q-switched ruby 
laser for the eruptions, but to date, we have not observed any improvement. 
Case 2 
A 21-year-old male visited our facility with asymptomatic, slate-gray, pigmented plaques that 
extended from the left abdomen to the left femur and had lasted for several years. There was no 
significant past or family history. Recently, the eruption had tended to spread. Examination of the skin 
showed an ashy-gray, irregular-shaped, pigmented area on the ventral aspect of the left abdomen that 
extended to the left femur (fig. 1c). There was neither atrophy nor induration of the skin associated with 
the eruption. Laboratory data was within normal limits. Microscopic examination of a biopsy specimen 
showed a lichenoid tissue reaction associated with a vacuolar change (fig. 2c, d). There was a mild 
infiltration of lymphocytes and a prominent melanin incontinence in the upper dermis. We followed up 
the case, but no changes have been observed. 
In both of the cases we performed differential diagnoses for morphea, macular amyloidosis, fixed 
drug eruption, friction melanosis, pigmented contact dermatitis, lichen planus pigmentosus, and 
Becker’s nevus [3, 4]. We were able to exclude morphea due to the lack of sclerosis. We ruled out drug 
eruption because these patients had not taken any medicine. Pigmented contact dermatitis was unlikely, 
because these patients had not used any fabrics that had been processed with naphthol. The skin biopsy 
specimen demonstrated no amyloid deposition in the upper dermis; therefore, macular amyloidosis and 
friction melanosis were excluded. Becker’s nevus was ruled out because the eruption was not hirsute and 
there was no increase of smooth muscle tissue. We excluded lichen planus pigmentosus because the 
eruptions were slate-blue in color, no lichen planus eruptions occurred in other sites, and there was no 
histological hypergranulosis. Therefore, we diagnosed these patients with unilateral ashy dermatosis. 
Discussion 
Ashy dermatosis, also known as erythema dyschromicum perstans, dermatosis cinecienta, or 
erythema chronicum figuratum melanodermicum, was first described by Ramirez in 1957 [1, 5]. Ashy 
dermatosis is an acquired, typically asymptomatic, disfiguring skin disease that occurs most commonly 
in Latin American (particularly Mexican) and Asian populations [2]. The etiology is unknown. It 
exhibits a female predilection and can develop at any age; however, the majority of patients are under 30 
years old [2]. Histologic examination of the active stage of ashy dermatosis is reported to demonstrate 
lichenoid dermatitis with vacuolization of the basal cell layer, occasionally colloid bodies, and increased 
epidermal melanin [1]. The dermal changes are reported to be edema of the papillary dermis, a 
moderate or mild lymphohistiocytic infiltrate, and dermal melanophages. In the inactive stage of ashy 
dermatosis, there is no vacuolization of the basal cell layer, and a diminished dermal infiltrate [1]. In 
addition, it was reported that patients of ashy dermatosis show idiopathic eruptive hyperpigmented 
macules, irrespective of the presence or absence of interface dermatitis histologically at the time of 
examination [6]. We assume that the eruptions in case 1 were inactive lesions, because the microscopic 
examination showed no vacuolization of the basal cell layer and less lymphohistiocytic infiltrate than  
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inflammatory border. The histological finding in case 2 could be more similar to lichen planus, because 
it demonstrated prominent vacuolar change of basal layer and pigment incontinence. Therefore, we 
presume that the eruptions in case 2 correspond to the late active stage of ashy dermatosis. Most 
reported cases of ashy dermatosis have shown a symmetrical distribution of the eruptions. The two 
cases reported here are exceptional because the plaques were distributed unilaterally. To our knowledge, 
and according to a search in Japanese literature, only 7 cases of ashy dermatosis, including our 2 cases, 
have been reported that showed unilateral lesions [3, 4, 7–9]. Interestingly, all of the patients with 
unilateral distribution, including our patients, demonstrated a left-side distribution. The mechanism 
that governs plaque distribution remains unclear, but some speculated that it may be introduced by 
mosaicism. However, the eruptions did not occur along Blaschko’s lines; therefore the data do not 
support that theory [3, 10]. A greater number of case studies like ours is required to elucidate the 
pathogenesis of unilateral distribution of ashy dermatosis. 
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Fig. 1. a, b Asymptomatic slate-gray pigmented plaques on the left thigh (a) and left abdomen (b; case 
1). c Ashy-gray pigmented area on the left femur (case 2). 
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Fig. 2. a, b A punch biopsy from the back shows a mild lymphohistiocytotic infiltrate in the upper 
dermis and epidermal and dermal melanosis (case 1). c, d There is a lichenoid tissue reaction with 
vacuolar change and mild infiltration of lymphocytes and prominent melanosis in the upper dermis 
(case 2). HE, original magnification ×100 (a, c), ×200 (b, d). 
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